In our experience, many practitioners, policy makers and researchers see the e¡ective implementation of the IASC Guidelines on Mental Health and Psychosocial Support in Emergency Settings (IASC, 2007a) as an important way to strengthen the quality of mental health and psychosocial support (MHPSS) programmes in emergency settings. There appears to be increasing recognition that the content of the guidelines, and the broad based consensus they represent, are crucial for strengthening the work in this ¢eld. However, it is less clear how the guidelines can best be used. Many actors committed to the principles of the guidelines continue to struggle and experiment with the most e¡ective way of implementing them. This article aims to contribute to a broader re£ection on this question by documenting how the guidelines are currently being used, and some of the challenges and opportunities presented by di¡erent approaches.
What do we mean by implementation?
Every year dozens of guidelines, strategies and policy documents are produced, by UN agencies, nongovernmental organizations (NGOs) and donors. In the humanitarian ¢eld, the Inter-Agency Standing Committee has issued a range of guidelines and tools that re£ect a broad consensus on best practices on various humanitarian issues. 1 Often, these documents are based on a wealth of experience combined with expert conceptual insight resulting in high quality guidance. Once published, the challenge, time and time again, is implementation. The IASC Reference Group on Mental Health and Psychosocial Support in Emergency Settings was established with the explicit task to follow up on the implementation of the guidelines elaborated by the 2005-2007 IASC Task Force on Mental Health and Psychosocial Support in Emergency Settings. Given the range of ways in which the guidelines can be used, implementation can mean many di¡erent things to many di¡erent people or organizations. This ranges from simply sending out the guidelines to o⁄ces around the world, or launching it at high level policy meetings, to developing trainings on the subject, or conducting case studies and identifying best practices linked to them. While some agencies will choose to opt for After the guidelines; the challenge of implementation Intervention 2008, Volume 6, Number 3/4, Page 338 -347 'wide and extensive dissemination' (i.e. sending it out to as many actors as possible) others will choose an approach based on 'narrow and specialized dissemination' (i.e. investing in a limited number of actors that will serve as catalysts or advocates). This presents a challenge to those wanting to implement the guidelines on MHPSS; what is the most e¡ective way to use them to improve practice?
Strategies for implementation
The guidelines were o⁄cially launched in September 2007. However, they had been already usedto some degreeto strengthenprogramming, even as they were being developed. The extensive participation of a broad range of actors in their development (Wessells & van Ommeren, 2008) paved the way for more e⁄cient and e¡ective implementation of the guidelines in two ways: it built ownership of and commitment to them; and strengthened technical understanding and consensus around the content of the guidelines. One year after the o⁄cial launch, initiatives linked to the implementation have been undertaken in over 20 countries, ranging from Iran and Nepal, to Kenya and Peru. It is, however, too early to evaluate what type of approach has been more successful than others. We have based this article on a review of available documentation of the use of the guidelines in various settings, including reports produced by external observers of the implementation process in Sri Lanka (IASC, 2007b) and Peru (Macara & Malca, 2008) , discussions and correspondence with policymakers practitioners and researchers who have been using them, and our own observations. We begin with the strategies that are more global in nature, andthen move to those that are more speci¢c, or targeted. The categories presented below are overlapping, and multiple strategies are often used in the same country, or by one organization.
Printing, translating and disseminating A ¢rst step in using the guidelines is systematically translating, printing, posting on websites and disseminating them. 2 Advocating on a global level, within organizations and with clusters The guidelines were launched in Geneva, New York and Washington D.C. in late 2007 to government representatives, donors, the media, UN agencies, other inter governmental organizations and NGOs. Policy level launches often su¡er from criticism in terms of money spent and lack of impact. However, given the historically highly divided nature of the ¢eld (Ager, 1997; Weiss et al., 2003) and the lack of understanding of the issue itself, the IASC MHPSS Reference Group felt that these launches would be important opportunities to strengthen decision makers' understanding of, and commitment to, MHPSS. Anecdotal evidence from members of the Reference Group suggest that these launches did help to achieve this goal; some donors now make their funding conditional on organizations' adherence to the guidelines. 3 Many members of the IASC, as well as other organizations, have been working to integrate the guidelines into their work on MHPSS, as well as their other sectoral areas of work. The Inter-Agency Network on Education in Emergencies (INEE) integrate the relevant sections of the guidelines into their trainings on education, 4 and organizations such as the South African based Regional Psychosocial Support Initiative (REPSSI) and Terre des hommes (Tdh) have been reviewing their own guidelines to incorporate these guidelines. In addition, training material such as the Inter-agency self-learning CD-Rom Introduction to Child Protection in Emergencies as well as Action for the Rights of the Child (ARC) draw heavily on the guidelines. Another use, has been to integrate them into the work of the global IASC Clusters, linked to humanitarian reform. This has included making presentations on the guidelines to various clusters (protection, nutrition, and health), revising documents produced by the clusters, developing speci¢c guidance for the clusters on MHPSS, and liaising with ¢eld level clusters to ensure integration of MHPSS. Advocacy and integration of the guidelines into donor, government and organizational policies and practices is a time consuming and potentially unending task. However, it is crucialto ensure sustainability andto introduce lasting change in practices.
Adapting the guidelines for local policies, coordination and planning At the ¢eld level, the guidelines have also been adapted into local contexts and have informed local policy development on MHPSS. In Iran (UNICEF Iran, 2007) and Nepal, 5 the ¢rst step of implementation has been to work with local actors to review and revise them to re£ect the local context. Some organisations, such as the International Organization for Migration (IOM) and UNICEF in Kenya, Save the Children in Jordan and International Federation of the Red Cross (IFRC) in Bangladesh (Dash & Christensen, 2008) have used the guidelines as the key policy document on which to base their national policies for MHPSS in emergencies. Another important use of the guidelines has been as a coordination tool.The government of the Philippines has used them as a framework for emergency preparation and planning for MHPSS 6 . Similarly, in the rapid onset of emergencies, such as natural disasters, the guidelines can be used as a checklist for MHPSS coordination groups to identify gaps and verify that the di¡erent activities are being carried out by the appropriate actors. An interesting coordination exercise in Kenya was to show the pyramid and the 11 core areas of the guidelines on a blackboard. Practitioners from di¡erent agencies then spoke for 1 minute, and the facilitators located their contributions on the pyramid and core areas. It soon became apparent where there were gaps, leading to a concerted discussion, including by the national Director of Mental Health, about the need to develop a more comprehensive approach. It can be also used in emergency preparations to strengthen MHPSS planning and intersectoral coordination, as was highlighted by a participant in the trainings of school counsellors on the guidelines in Iran.
'The IASC [guidelines] clarify what each sector such as the health and education sectors must do before, during and after an emergency.
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' An important tool to strengthen the working frame. The guidelines proposes what to do by axis (. . .) one reviews each one of those axis and can take out concrete ideas to see what can be done with concrete activities. In fact, based on what you are doing, you turn to it as you need it, to see some examples, look for other kinds of actions.What I wanted to consult, I have found. '
Building capacity
For non-specialist audiences, such as government decision makers and heads of organizations short orientations or presentations of the guidelines have been conducted in many countries around the world. In Sri Lanka, a key lesson was the importance of preceding longer orientations with short orientation sessions for heads of agencies to enable buy-in, and to open the door for sta¡ participation in longer workshops and implementation e¡orts. In depth capacity building with the guidelines for specialists working on MHPSS has been conducted in many countries in a variety of ways. Professional organisations such as the World Federation for Mental Health 8 and the US Disaster Mental Health Institute 9 organized international conferences to promote knowledge and understanding of the guidelines among their members. Several courses for training of mental health professionals in emergency settings have used them as a reference for di¡e-rent modules. 10, 11, 12 In Iran, UNICEF trained150 school counsellors from around the country on the guidelines. In Haiti, Action Aid and UNICEF organized a 2 day workshop on Psychosocial Support that included more than half a day orientation to build understanding of the guidelines. In East and Southern Africa, TPO Uganda, Christian Children's Fund (CCF) and UNICEF organized a training of trainer's workshop to build regional capacity and strengthen the use of the guidelines (Wheaton, et al., 2008) . Building on this experience, a global capacity building workshop is planned for Reference Group members in September 2008 in Geneva. As stated by a participant at the training in East and Southern Africa:
'Before this training I thought that only mental health professionals could handle mental health problems in emergencies, but I now understand that others may need to, and can, handle these problems as well. ' While taking a variety of di¡erent forms, these capacity building initiatives all provide the opportunity to present the guidelines, action sheet by action sheet, to discuss them in depth and to re£ect on their possible application in the relevant country. Feedback from these initiatives suggest that such capacity building initiatives are more e¡ective when they focus on using the guidelines to address practical challenges faced by organizations.
Operationalization at the community level
The ¢nal and possibly most e¡ective form of implementation is operationalizing the guidelines at the community level. This involves engaging with communities (and not only service providers) to use the guidelines as a framework to identify their speci¢c MHPSS needs, and to develop tailored responses using them as a framework. This type of implementation, carried out in only a limited number of countries to date, requires more intensive resources and is often done in collaboration with local NGOs or community based organizations (CBOs) working within communities. Agencies may develop material, such as posters and picture versions, as well as organize focus group discussions and meetings with children, parents and community leaders.They may also work to mobilize the community in addressing MHPSS and broader humanitarian response issues. In Latin America, and in Asia, the Red Cross and Red Crescent Societies have developed a series of visual materials around the guidelines that can be used as tools to work with communities (Prewitt Diaz & Dayal de Prewitt, 2008) In Peru, the NGO Medecins du Monde (MdM) engaged in this type of work following the earthquake (Rivera et al.,2008) , and inthe Mano River region inWest Africa, the NGO CCF lead an interagency psychosocial project in which international NGOs engaged the community in the implementation of particular action sheets from the guidelines. It is this community mobilization aspect that is arguably the most transformative component of the guidelines, and therefore among the most challenging.
Challenges and opportunities in implementation
Below are highlighted a number of challenges and opportunities for implementation.
Support versus resistance
Many stakeholders, from grassroots practitioners to policy makers, have commented that they ¢nd the content and principles of the guidelines helpful and important. In fact, in these authors'experience, some of the most vocal support for the guidelines have come from ¢eld-based practitioners who stress the important validating role that the guidelines provide for the community based approach they have been using, and promoting, for some time. In addition, the members of the Reference Group have repeatedly stated the importance of the guidelines in building consensus, common understanding, language and approaches. The range of activities over the past year also attests to the perceived usefulness of the guidelines. 13 On the other hand, resistance has also been identi¢ed: disagreement with the basic premise that MHPSS is an essential element of humanitarian response. This has been a common response among humanitarian decision makers, some of whom perceive this area as a secondary priority; substantial disagreements over the content of the guidelines^for example, some actors think that the guidelines should not have omitted population based mental health surveys as a minimum response (Lopes Cardozo, 2008) ; others like Yule (2008) believe the guidelines should have given more attention to trauma focused clinical psychological interventions, especially cognitive behaviour therapy 14 ; disagreements based on misunderstandings or misinterpretations of the guidelines; some experts had perceived that the guidelines warn against using existing, western, evidence based approaches for mental disorders.Yet, care for severe mental disorder (including care for severe After the guidelines; the challenge of implementation Intervention 2008, Volume 6, Number 3/4, Page 338 -347 posttraumatic stress disorder (PTSD) and potential use of medications for a range of disorders) is part of minimum response as described in the guidelines; in quite a few cases, organisations claim to be working in a manner consistent with the guidelines, but then persist in using strategies inconsistent with them: for instance, conducting individualized therapeutic support after a natural disaster without ¢rst considering minimum responses, such facilitating community selfhelp and social support built upon community structures; resistance to the guidelines because of the threat they pose to well established approaches: e.g. widespread 'traumacounselling'andpsychologicaldebrie¢nginKenya; in other cases, local mental health professionals trained in western approaches have been extremely sceptical concerning the recommendations in the guidelines to explore engaging withtraditional healers, for instance in Iran: ' A preliminary list of traditional healing practices were gathered from the150 IASC trainees and are now open for discussion and cataloguing. Naturally we will not endorse those that have potential to do harm, or go against the guidelines, or risk harming children. But we have said that traditional healing can not be thrown out outright in view of claims that they are 'unscientific'. . .Yet, here many mental health professionals have a particularly strong attachment toWestern clinical models. Overall traditional healing is a very important subject and must be further explored' . (MaziarTaleshi, UNICEF staff, Iran). '
Sustainable change
Due to the complexity of the ¢eld, and therefore the guidelines, it is important that the implementation is seen as a gradual, ongoing process. One of the lessons learnt from the Sri Lankan experience is that many actors ¢nd the guidelines overwhelming, and therefore, in many contexts it is important to begin with a summarized version and focus on using them as a framework and resource to address the challenges of MHPSS in a given situation.To address this issue, the Reference Group is working on the development of an illustrated ¢eld version of maximum twenty-¢ve pages. (IASC, 2008) . This publication will hopefully allow people to get a quick understanding of the main issues and possible interventions.The Reference Group is also working on compiling information on e¡ective ways to use, train and orientate actors in the guidelines. Some of the most promising uses of the guidelines are through an inter-agency, open and multi-stage process aimed at stimulating dialogue and shared re£ection. In Peru, Iran and Nepal (process still underway) agencies have taken the time (up to 12 months) to implement the guidelines through adaptation to the local context, awareness raising with decision makers, capacity building of key agencies and operationalization.
Promoting ownership
A key challenge identi¢ed in many implementation initiatives is how to build ownership of the guidelines. The importance of building government ownership has been highlighted in manycontexts (e.g. Colombia, Iran, Kenya, Philippines, and Sri Lanka). In addition, the importance of building ownership of them among communities and civil society is equally important, and has been highlighted in some implementation e¡orts (e.g. Peru). Strategies to strengthen ownership that have been used, or recommended, include seeking o⁄cial government endorsement, using the guidelines to a¡ect national MHPSS policy, identifying and supporting local champions of the guidelines, or avoiding using the name IASC (as recommended in Peru). A one-year anniversary event is planned in NewYork to advocate for engagement of governments with them. One of the most important waystobuildownership adopted by the Reference Group is to support a diverse range of locally lead initiatives on the guidelines. At the beginning, the Task Force had envisaged conducting 3-5 highly structured ¢eld based case studies using similar implementation methodologies, as well as supporting more informal initiatives. However, based on the problems involved in using a structured case study in Sri Lanka, and the practical di⁄culties of identifying other ' case studies,' it was decided to adopt a more £exible approach. This involved identifying local champions and supporting them to design and manage locally led processes of implementation.This has resulted in the large number of diverse ¢eld based initiatives described above.While this has presented a challenge in coordination and quality control, it has arguably led to a greater number of sustained locally relevant initiatives on the guidelines. There is now a need to collate, learn from, and distil the lessons learnt in using the guidelines that promotes both local ownership, while ensuring cross fertilisation between di¡erent initiatives and avoiding common problems.
Coordination
One of the continuing challenges in implementation has been coordination among actors on the ground. Challenges have included: ensuring genuine partnership with local and international organizations; building consensus among key UN and NGOs working in particular countries to support the implementation of the guidelines; and bridging the traditional divide between clinical mental health approaches and those that work more on non clinical psychosocial approaches. Practice has also shown that one to key to success is to have a core group of committed organizations to lead the process together^ideally with people from both the Health and Protection sector (or Cluster) around the table, to integrate both mental health and psychosocial approaches. While this has been extremely di⁄cult to achieve in many emergencies (e.g. Lebanon), in some emergencies this has been achieved. In Myanmar an inter-agency MHPSS group was established bringing together representatives of the protection, education and health clusters (among others) which uses the guidelines as a policy framework. Experience suggests that leadership plays a crucial role. If coordinator(s) of key sectors/clusters are committed, on a long term basis, to getting the right people around the table and open to involve all agencies working in the ¢eld of MHPSS, the guidelines appear to be more likely to be correctly understood and implemented at country level.
Sharing information
As noted above, one of the challenges presented by this £exible approach to implementation of the guidelines has been coordination and information sharing. Reference Group members have shared relevant information and tools though both formal (such as meetings, conference calls and group emails) and informal mechanisms (such as emails, and other forms of networking). This approach has limitations, as it is not open to all actors involved in the use of the guidelines, relies heavily on individuals to share information, tends tobe verycentralized (through the co chairs of the Reference Group) and can lead to duplication and a lack of cross fertilisation between initiatives in di¡erent countries. To address some of these limitaAfter the guidelines; the challenge of implementation Intervention 2008, Volume 6, Number 3/4, Page 338 -347 tions, an online platform is being developed that can support this information sharing and networking among those involved in implementation. Case studies on the use of the guidelines have been done in Colombia (Echeverri & Castilla, 2008) , Jordan (Horn & Strang, 2008a) , Kenya (Horn & Strang, 2008b) , Peru (Rivera et al., 2008) , and Sri Lanka (IASC, 2007b) , which are providing rich and detailed lessons learnt on implementation. The reference group is also planning to develop resource kits on training and orientation of the guidelines, coordination concerning using the guidelines, and institutionalisation of the guidelines within organisations.
Conclusion
The challenges facing the implementation of the IASCGuidelineson Mental Health and Psychosocial Support in Emergency Settings outlined above can only be overcome with ongoing and expanding partnership, e¡ective documentation, sharing implementation strategies, and in particular mobilizing a¡ected communities. The authors hope that this article will contribute to the ongoing re£ection and constructive debate about how these guidelines can be most e¡ectively used to improve the mental health and psychosocial wellbeing of people a¡ected by emergencies.
